est in teaching professionalism. The recent report of the Society of General Internal Medicine's Domain Task Force calls for similar reforms in medical education. 6 Finally, the ACGME, out of concern for patient care and house staff learning environment, have issued regulations regarding resident work hours, 7 which in turn have required structural changes in residency training programs. We may need to wait to see the full flowering of a renaissance, but we believe that JGIM 's Education Issue provides a broad sampling of work reflecting emerging trends in medical education. This issue contains 11 articles that describe a broad array of educational innovations designed to address the above needs. Ogrinc et al. 8 describe an approach to teaching practice-based learning and improvement and systemsbased practice. Houston et al. 9 have created a communitybased musculoskeletal clinic to provide competency-based learning in a neglected area of internal medicine residency clinical experience and teaching. C.C. Smith et al. 10 describe a medical procedure service that provides documentation, attending supervision, and standardized evaluation of procedures performed by medical house staff. Torke et al. 11 have extended the teaching of skills related to end-of-life care to third-year medical students, and Brown et al. 12 the teaching of behavioral counseling skills to first-year students, skills that are applied by the students in subsequent months in clinical settings. Suchman et al. 13 describe the early stages of a major project designed to address professionalism and change the hidden curriculum and learning environment at an entire medical school. 20 in a controlled study, demonstrate improved ability to perform sexual history and HIV counseling after a skills workshop involving four simulated patients. In a pre-post study, Buchanan et al. 21 demonstrate changed attitudes in residents toward homeless patients after participation in a previously described innovative curriculum that involves didactics, observation of community programs and practitioners, case discussion, personal narratives by homeless patients, and reflective journaling. The differences between teacher self-evaluations and learner evaluations are highlighted in the paper by Windish et al. 22 Holmboe et al., 23 in their analysis of audiotaped feedback sessions after miniCEXs, identify missed opportunities for encouraging resident self-assessment and developing follow-up or action plans. Hoellein et al. 24 review the literature and provide recommendations on writing letters of reference, a task faced by many clinicianeducator faculty.
The two resource articles in this issue provide additional help to clinician-educators. The time is past for nonmethodical, nonscholarly, nonaccountable, educationally naive approaches to curriculum development. Thomas and Kern 29 provide an annotated bibliography of Internet resources, a search of which has become an essential early step in curriculum development, in addition to a search of the published literature. The resources section of the journal also includes Knight et al.'s 30 difficult to classify article that describes the instrument used to rate Internet curricula for the last national SGIM meeting and that also includes a summary of the top five rated curricula. The instrument is an important innovation in development; the Internet curricula are resources for clinician-educators. In the only review article in this issue, Wamsley et al. 31 review published data on the efficacy of "resident as teacher" curricula, mostly brief single-shot interventions, and find improvements in self-assessed teaching behaviors and learner evaluations. However, evidence for efficacy becomes more mixed as the evaluation designs become more rigorous, and the outcome measures become more objective. There is also evidence suggesting a decline in skills over time.
The above articles are an impressive array of the innovative and important work being done by today's clinicianeducators to address learner, patient, and societal needs. However, as is true for most educational projects, most of the submissions involved small numbers and only one institution, described single-shot rather than multiphase educational interventions, employed subjective, nonvalidated rather than objective or validated measures for evaluation, used uncontrolled rather than controlled evaluation designs, and did not evaluate the sustainability of educational outcomes or clinical impact. Those chosen for publication were less likely to have these deficiencies, although we purposely published papers in this issue when the innovation was thought to be sufficiently unique and relevant, even if the evaluation component was weak. Reviewing all of the submissions, there did seem to be a tendency for faculty members to pursue innovation with enthusiasm, but perhaps to make evaluation an afterthought. Our advice to educators who are asked to start new programs is to apply a methodical, educationally sound approach to the endeavor. 32 Immediately set to work on building in an evaluation, and, whenever feasible, build it to address some of the deficiencies noted above and to add substantively to the existing literature on the topic. Ask for sufficient resources. Obtain Institutional Review Board approval. Think about whether colleagues from other institutions might collaborate on the project, thereby improving its generalizability and publishability. SGIM can serve as a catalyst; national and regional meetings provide a festival for medical educators, where educators can meet and plan multi-institutional projects. There are increasing calls to base educational interventions on scientific evidence. 33 We believe this is an emerging trend in medical education. Educational research, including the evaluation of educational interventions, is what will provide the evidence. The breadth, importance, and quality of the work published in this issue are especially noteworthy, because most of the work was unfunded. Of those manuscripts accepted for publication, one measure of quality, 42% had at least partial funding. Of those not accepted, 22% had at least partial funding (based on a 50% sample), suggesting that there may be a relationship between funding and the quality of educational work. Most importantly, funding protects faculty time for substantive educational work; it also provides additional resources, such as statistical consultation and research assistants. Research and development in medical education is vastly underfunded at the federal level. 34 Some educators are dreaming about a National Institute for Medical Education Research. Clinician-educators can advocate for additional funding through research that demonstrates its importance, wellgrounded and executed public education efforts, and responsible political advocacy. In the meantime, some young clinician-educator faculty with appropriate research training and mentorship may want to apply for the career development awards offered by several NIH institutes as well as by some specialty associations. Other faculty may apply directly for research funding. Well-designed projects that target specific disease entities, use validated objective evaluation criteria, and demonstrate impact on patient care through educational interventions are more likely to be funded through these mechanisms. Clinicianeducator scholars can also seek funding from private foundations that support medical education and from private donors/grateful patients. What is amazing to us, based on personal observations, is the quality of work that is being accomplished with small grants and seed funding. Advances are occurring in medical education, despite poor funding. External pressures from accrediting bodies are undoubtedly an important factor that spurs teaching institutions to invest more than they otherwise would. Another important factor is dedicated and talented faculty, who despite barriers to promotion, lack of resources, and insufficient protected time, are advancing the field. Perhaps adversity promotes creativity and innovation, as suggested by Irby 35 in a recent JGIM article. But sufficient sponsorship for research and development in medical education may be a determining factor in whether there is the full flowering of an emerging renaissance. This begs the question of how many young clinicianeducators, with innovative ideas and the ability to accomplish them, are receiving the training they need, the quality of mentorship described in Rabatin et al., 25 or the funding that will enable them to achieve their full potential? As Levinson said in his classic book on adult development, we should enable individuals to attain their "dream." 36 In that vein, we hope that this issue helps some clinicianeducators achieve recognition and credit for their work, while being inspiring and useful to many. 
